WIC Breast Pump Request for Reimbursement
Agency/Clinic Name:

Phone Number: FEIN Number:

Expenditurefor the month of:

Directions: Complete the following information to receive reimbursement for the
purchase of breast pumps and/or collection kits. Include tax, shipping and
handling chargesin the expendituretotal. Attach a copy of all receipts.

Expenses. Indicate thetotal breast pump expensesincurred this month:

Pumps and Collection Kits
Shipping and Handling

Taxes (if any)

Total Reimbursement Requested

P BH P

Quantity:  Indicate the quantity and unit price of breast pumps and collection kits
purchased this month:

I TEM QUANTITY UNIT PRICE

Manual Breast Pumps

Collection Kits- single

Collection Kits- double

Hospital Grade Electric Breast Pumps

Quantity purchased estimated to last 1 2 3 4 5 6 months(circleone)
If LA and/or sub-agencies went together to order breast pumps, pleaselist all involved

with this transaction and quantities distributed to each agency. (Only 1 LA may submit
rei mbur sement request)

Signature Date
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